Rupture of the Lateral Ligament of the Ankle with Interposition in the Subtaloid Joint.-MICHAEL J. Cox, M.B. Mrs. A. M., aged 24. On 21.9.55 she stepped on a bottle top which threw her over and she suffered a severe inversion injury of the right ankle. She was admitted to the Orthopaedic and Accident Department, The London Hospital.
Pathology.-The name of the condition described in this paper indicates that the scoliosis is present at birth and that it consists in the persistence of a posture affecting a normal spine. The posture must have been abnormal before birth with the child lying bent to one side (Fig. 1 ). It is my opinion that the obstinate and crippling condition known as "idiopathic scoliosis" originates, certainly in the majority of cases and possibly in all, as this sideways bend in utero. The reasons this hypothesis is not generally accepted are: firstly, the curious omission in orthodox orthopaedic teaching of any study of what may be called the "orthopxedics of the ftetus" (Browne, 1936) ; and secondly, the extremely inconspicuous nature of the deformity in its early stages. In the first months of life, when it is essential for a rapid and complete cure that the diagnosis should be made, all that is noticeable is not a positive abnormality, since the position of the spine is one which any onrmal baby can, and frequently does, assume: there is simply the absence of the power of assuming the reverse curve of the spine.
In consequence of the lack of understanding of the origin of the deformity, both undue optimism and undue pessimism have arisen. The optimism is because any baby can assume such a curve of the spine and have it recorded in an X-ray; when the spine is in later life found to be straight it is assumed that there was a congenital scoliosis, and that this has righted itself spontaneously. The pessimistic outlook, that idiopathic scoliosis is a disastrous progressive condition, resistant to all forms of treatment, comes from lack of recognition of the early curable stages and also from the lack of any device to reverse and control the curve.
The curve is nearly always concave to the right, which might be expected from the usual preponderance of muscular strength on that side; and the muscles on the concave side have in their shortened state a considerable mechanical and physiological advantage in pull over those which are stretched on the convex side. When the body weight is added to this advantage as the child sits up and walks the curve tends inevitably to increase, and as it increases so does the advantage of the one side over the other. The result is the well-known progressive and accelerating deformity which ends in an extreme scoliosis which not only cripples the patient but also markedly shortens the expectation of life owing to the diminution of the vital space in the chest.
In addition to the factors described I think that it is highly probable, though it cannot be proved, that there is a factor which I would call "pressure dysplasia". By this I mean an interference with growth and with the power of subsequent growth of bones and joints caused by abnormal forces in utero. I consider that it is this pressure dysplasia on the lower end of the tibia and the inner side of the ankle which causes the notorious tendency of club-feet which have had the deformity thoroughly corrected to grow again into the original deformity; the outer side of the foot and ankle always growing better than the inner side. When the spine has developed before birth in a scoliosis there must be more pressure on the edges of the vertebre on the concave side than on the convexity; and in consequence a varying degree of pressure dystlasia seems to me extremely probable. If it did occur there would be a differential rate of growth on the two sides which would reinforce the factors making for increase of the deformity which have already been mentioned ( Diagnosis.-To define congenital postural scoliosis it is necessary to set out the related but different conditions with which it may be confused. It is not:
(1) An actual malformation of the bones of the spine, such as a wedge vertebra or spina bifida occulta. The bends due to these conditions have a quite different prognosis, and are not progressive in the same disastrous way.
(2) A collapse of the spine coming on in childhood, due to actual weakness of the bony substance, as in cases of osteogenesis imperfecta or hypophosphatasia.
(3) As already mentioned, it is particularly not the record on an X-ray film of the wriggling and squirming in which most babies indulge, especially when held down on a hard table.
The diagnosis of this condition is not primarily a matter of X-rays, though these are necessary for recording purposes; it is a matter of observation. If the baby is placed prone and stimulated in various ways, it will be noticed that though he will turn freely to one side, no attractions or blandishments will get him to curve his spine into the corresponding position on the other side. On manipulation a very distinct difference will be found between the ease of forced bending to right or left.
In addition, there is a valuable sign which can be found in many cases; that of transverse wrinkling of the skin on the concave side, the wrinkles resembling those at the corners of adult eyes (Figs. 3 and 5 ). Prognosis.-My own opinion is that the condition I have described probably never corrects itself, and that if the child is allowed to walk with the scoliosis uncorrected the curve inevitably increases in the way stated. I have no actual evidence on this point, as I have never considered it morally justifiable to let an infant in the curable stage progress to life-long crippling simply for the sake of what in any event would be an inconclusive observation. I have, however, records of 12 cases of typical idiopathic scoliosis in which the mothers had noticed the curve before the child walked, and I regret to say that in most of their histories there was some variation on the complaint: "I kept telling them the baby's spine was crooked, and they just laughed at me". This absence of recognition of the danger of an apparently trifling condition, however regrettable, is hardly surprising in view of the complete lack of warning in standard text-books on orthopxdics, not to consider general medical education.
Section of Orthopcedics
As to its curability, I have now 32-cases in which the condition was found and treated before walking began, and in none of them has "idiopathic scoliosis" developed. It seems to me that the condition has many points of resemblance to congenital dislocation of the hip, in which complete correction is easy to obtain if effective treatment is started before walking has begun, and in which a really satisfactory result is impossible after a very early age.
Treatment.-In treating congenital postural scoliosis, as well as talipes and congenital dislocation of the hip, the principle of "controlled movement" is of the utmost importance. This consists in cutting out by various devices the movements which tend to maintain or increase the deformity, while allowing and encouraging those which do no harm, or which correct it. My splints for talipes and congenital dislocation of the hip work on this principle, and I have devised one on the same lines which is very effective in these infantile scolioses. It is unfortunate that at the present time the classical techniques of correction of these deformities consist almost entirely of immobilization, which has no effect on the disturbance of muscle balance, removes the indispensable stimulus of movement to correct growth, and, in addition, atrophies the muscles and stiffens the joints. At one time I used plaster-of-Paris beds for treating these cases, but they were extremely difficult to make effectively, had the well-known disadvantages of this rough, heavy, fragile and absorbent material, and the child grew out of them very rapidly.
The splint illustrated (Fig. 4) is made of sheet aluminium, covered with sponge rubber. The child is held in it by putting his arm through a hole in the curved upright wall, and then pulling his spine against it into a curve the reverse of the original one by means of a broad padded strap. He can perform almost any movement of the muscles and joints; the one thing he cannot do is to get his spine back to its primitive scoliosis. He is kept in this appiratus continuously, being taken out only for washing and manipulations and exercises.
These exercises, when carried out under skilled instruction, are of very great value. Only when the child will turn as readily and as far to one side as the other, and when the spine appears quite straight on sitting up, is he allowed to take the erect position and learn to walk. For some time after he is let free in the day-time he is returned to the splint to sleep; it is much better to keep him in it too long rather than to let him out too soon.
